ABSTRACT: University towns are influenced by the features of urbanization and impact greatly on the health of the inhabitants. This paper evaluates the impacts of urbanization on the Third Ward communities that are located within Texas Southern University and the University of Houston. The paper further assesses how characteristics of the urban environment may have affected the population health. The historical background of the Third Ward Houston Texas is first reviewed to determine the extent to which urbanization and the presence of universities have impacted on the quality of life of the residents. The overall effects of urbanization are reviewed using all the available literature with broad emphasis on the physical, and social environments, and access to health and social services. Irrespective of the presence of universities and colleges, the surrounding neighborhood communities of the Third Ward Houston continue to face formidable historic challenges to improving public health and general quality of life. Although, urbanization has brought about reinvestment initiatives, changing demographics, and growth creating changes that offer new opportunities for improving health while requiring that health systems be adapted to residents' health needs, however, the communities remain stagnant and unique. Ultimately, the key factors affecting the quality of life in the Third Ward communities are the physical environment, the social environment, and access to health and social services. Overall, the neighborhood communities of the Third Ward do not seem to respond positively to developmental influence of the universities and colleges and are negatively impacted by urbanization. It is suggested that improvement in the Third Ward areas should require setting local, state, and national agendas for progress. Therefore, certain priorities must be put in place namely, development must reorient around the educational and population dynamics, including cultural diversity, and the growing numbers of elderly. @JASEM
Urbanization is one of the most important demographic shifts worldwide during the past century and represents a substantial change from how most of the world's population has lived for the past several thousand years . A majority of the world's population will live in urban areas by 2007. Urban environments have been linked to a range of human health issues, and as the pace of urbanization accelerates, new challenges arise to characterize these environments, and to understand their positive and negative implications for health (McDade & Adair, 2001) . The most rapidly urbanizing cities are in less-wealthy nations, and the pace of growth varies among regions (Vlahov & Galea, 2002) . Nearly half the world's population now lives in urban settlements. Cities offer the lure of better employment, education, health care, and culture; and they contribute disproportionately to national economies. However, rapid and often unplanned urban growth is often associated with poverty, environmental degradation and population demands that outstrip service capacity (Moore et al., 2003) . These conditions place human health at risk. Reliable urban health statistics are largely unavailable throughout the world. Disaggregated intra-urban health data, i.e., for different areas within a city, are even more rare. Data that are available indicate a range of urban health hazards and associated health risks: substandard housing, crowding, air pollution, insufficient or contaminated drinking water, inadequate sanitation and solid waste disposal services, vector-borne diseases, industrial waste, increased motor vehicle traffic, stress associated with poverty and unemployment, among others (Moore et al., 2003) . Local and national governments and multilateral organizations are all grappling with the challenges of urbanization (Moore et al., 2003) . Urban health risks and concerns involve many different sectors, including health, environment, housing, energy, transportation, urban planning, and others (Moore et al., 2003) . Fleischman & Barondess (2004) reported that approximately 80% of Americans live in cities or immediately adjacent communities. Such urban environments are complex amalgams of people of disparate backgrounds, economic status, and expectations, with extraordinary disparities in health status and outcomes between groups just blocks apart. Urban health as a framing paradigm is of recent vintage and offers a perspective on health and disease that integrates clinical medicine and public health and draws on the social and political sciences to seek understanding of the impact of cities on the health of populations and individuals. Ironically, disparate outcomes and increased mortality among poor minority populations in cities are not primarily related to the consequences of the urban epidemics of drugs and violence but rather are due to the increased prevalence and severity of common diseases such as asthma, cardiovascular disease, diabetes, and kidney disease (Fleischman & Barondess, 2004) . Several factors may be responsible for such disparities, including stress, racism, and perceptions of deprivation, economic inequalities, and lack of access to quality health care. It is time for leaders in medical education and health care delivery to focus on the populations that surround their institutions in order to study urban health and meet the challenge of caring for all the residents of our cities (Fleischman & Barondess, 2004 Alabama street was used as an architectural dividing line for racial purposes in the years of Segregation. Black and Hispanic populations were located to the north of Alabama street. The housing was and still is mostly made from wood commonly called "row houses" or shotgun shacks and presently has turned into slum. South of Alabama Street was prominent Jewish neighborhood. The houses on the Jewish neighborhood were all brick houses, many of which are still standing to this day. During the time of desegregation, as Blacks became free to move south of Alabama, a major phenomenon called "White flight" took place in the Third ward. As blacks started to move into the neighborhood, Whites vacated. The neighborhood in itself suffered land value depreciation, as the Whites did not care to sell their properties at their rightful prices as long as they could get out and therefore sold them for anything.
The majority of the population is over 18 years of age with approximately 6.60% under 5 years of age. There are a wide variety of median household incomes in Greater third Ward. Generally, the median household income is approximately $37,355. Approximately, one-third of the Greater Third Ward population lives in poverty and crime population statistics provided by the FBI showed a total of 187,751 cases in the year 2000. The neighborhoods differ a lot from each other, like the South End (Binz) neighborhood, which has banking facilities, museums, and medical facilities intermingling with older homes. In comparison to the Greater Third Ward neighborhood, the Third Ward Community lacks banks, big chain stores and has very modest wood frame houses, small corner stores and churches.
Policy Perspectives and implications: Two main policy implications are highlighted: the need for systematic and useful urban health statistics on a disaggregated, i.e., intra-urban, basis, and the need for more effective partnering across sectors. The humanitarian and economic imperative to create livable and sustainable cities must drive us to seek and successfully overcome challenges and capitalize on opportunities. Good urban planning and governance, exchange of best practice models and the determination and leadership of stakeholders across disciplines, sectors, communities and countries will be critical elements of success (Moore et al., 2003) . A new 1996-97 report from the World Resources Institute, the UN Environmental Program, the UN Development Program, and the World Bank, describes a future with increased levels of urbanization that were reshaping the physical and social environment. Urbanization increased economic growth and environmental degradation. Three issues are particularly crucial to survival: the water supply, sanitation, and water resource management (World Resources Institute;UNEP, UNDP, 1996) . There is overcrowding and exposure to industrial wastes and air pollution. There is a need for policy reform, stronger institutions, and enlightened political leadership. Cities need to improve their environment and to strengthen local government and implement poverty reduction programs. Effective urban governance must accompany reform of urban policies. Community-based approaches are essential. Broad-based support is needed for changes in strategies and practices and for attainment of a more sustainable environment (World Resources Institute; UNEP, UNDP, 1996) . Urbanization is probably the single most important demographic shift world-wide throughout the past and the new century and represents a sentinel change from how most of the world's population has lived for the past several thousand years . As urban living becomes the predominant social context for the majority of the world's population, the very ubiquity of urban living promises to shape health directly and to indirectly affect what we typically consider risk factors or determinants of population health. Although a growing body of research is exploring how characteristics of the urban environment may be associated with health (e.g. depression) and risk behaviors (e.g. exercise patterns), relatively little research has systematically assessed how the urban environment may affect drug use and misuse. A conceptual framework for considering how different characteristics of the urban environment (e.g. collective efficacy, the built environment) may be associated with drug use and misuse, summarize the existing empiric literature that substantiates elements of this framework, and identify potential directions for future research .
Environmental hazards and sanitation:
An effective environmental sanitation program should encompass key features considered necessary for a primary health care (PHC) program such as availability, accessibility, affordability, acceptability, and practicability. Poor housing conditions give rise to stress, delinquency, and crime, as well as to helminthic and other parasitic infestations (Rotibi, 1992) . Anderson et al. (2004) reported that the Public hospitals in the United States play a key role in urban health. In many metropolitan communities, public hospitals maintain the health care safety net. Most urban public hospitals have evolved to not only provide care for the indigent but also to serve their communities in other ways, including serving as major providers for tertiary services such as trauma and those that support homeland security; serving as the foundation for primary care services; continuing to train a significant number of physician, nurses, and other medical personnel; and providing laboratories for clinical medical research. Federal budget cuts such as those in the Balanced Budget Act of 1997, recent state budget deficits, competition for Medicaid Managed Care, and the growth in the number of uninsured have led to a decline in revenues among urban public hospitals. To be better stewards of scarce resources, public hospitals have moved to reduce inpatient demand by adopting prevention strategies that are aimed at addressing the determinants of health, the complex interactions among social and economic factors, the physical environment, and individual behavior. These factors contribute to health status and offer opportunities to intervene and improve community health. Urban public hospitals, to be successful in the next stage of their evolution, need to learn to manage the "inbetweens"--partnering with governmental and nongovernmental entities to identify and work together on common health and safety issues. If public hospitals engage the community successfully, building trust and establishing new capability and capacity, urban public hospitals will survive, evolve, and continue their tradition of service.
Environmental hazards in urban areas mainly affect low-income people--especially women, children, and migrants--the people who are least able to avoid the hazards and/or least able to deal with the illness or injury they cause. Poor people are priced out of safe, well located, well-serviced housing and land sites. Hazards include biological pathogens; chemical pollutants; scarce, over-priced, or poor quality natural resources; physical hazards; natural resource degradation; and national/global environmental degradation (Satterthwaite, 1993) . These preventable health burdens cause disease, accidents, and premature death. Biological pathogens have the most serious impact on human health. Crowded conditions, poor sanitation, and inadequate water supplies, poor facilities for preparing and storing food, and inadequate hygiene contribute to biological pathogeninduced ill health. Common chemical pollutants in urban areas are lead, indoor air pollutants from fuel combustion, toxic/hazardous wastes, and ambient air pollution. A shortage of fresh water is often why some urban households do not have a safe and adequate water supply. Limited land in cities prevents the urban poor from growing their own crops or maintaining livestock. Common physical hazards in cities are traffic accidents; burns, scalds, and accidental fires and poisonings; falls; and floods (Satterthwaite, 1993) . Overcrowding, poor building material, and settlements on dangerous sites (e.g., flood plains, steep hillsides, and dumps) are example of physical hazards. Noise, overcrowding, inappropriate design, and stresses contribute to the growing psychosocial health problems of many urban dwellers in developing countries, especially of adolescents and young adults. Poorer urban residents who begin or are included in initiatives to improve their neighborhoods are more likely to develop integrated responses to nonenvironmental and environmental problems and to make sure that environmental action programs meet local needs and realities (Satterthwaite, 1993) .
Access to Health Care: Equity in access to health care is now accepted as a basic ethical principle for health development. The glaring inequalities in health suffered by poor people living in slums are a strong justification for urgent action. The problem is rapidly increasing (Tabibzadeh & Liisberg, 1997) . Weak administrative structures and limited resources will be the norm in many of these cities as populations grow rapidly and uncontrolled. In the shantytowns of developing countries, health hazards are associated with the prevailing poverty, lack of water and sanitation, and substandard housing; changes in living conditions and lifestyles; chronic diseases related to modernization; lung diseases; accidents; mental and psychosomatic disorders; and social instability, cultural and social alienation, and the social and mental ill-effects of degrading living conditions and extreme crowding (Tabibzadeh & Liisberg, 1997) . While urban health care absorbs the bulk of most national health budgets, up to 85% of those funds are spent on curative services delivered through large specialist hospitals located in the cities. Many people in the surrounding shantytowns and slums have no access to cities' services or do not use them because they do not respond to their needs. The health services, which are available, tend to be poorly managed. Political will can, however, lead to improved urban health (Tabibzadeh & Liisberg, 1997) . To promote health and well-being more effectively, it is important that the public health officers, urban planners, and policy decision-makers at national and local levels should promote understanding of the multi-dimensional nature of health disorders of citizens. (Lawrence, 1999) . In the future, increasing numbers of people will be living in precarious socioeconomic conditions, which impede the achievement of health. Twenty-five years ago, it was estimated that from 4.4 billion that the world's population would have increased to 6.2 billion by the year 2000 (Rossi-espagnet, 1983) . The urban population would have increased from 1.8 to 3.2 billion during the same period. The rapid and often uncontrollable demographic growth of cities, stimulates the demand for resources, intensifies their utilization and creates an intolerable pressure on the urban infrastructure and physical environment (Rossi-espagnet, 1983 ).
The study of urban health considers how characteristics of the urban environment may affect population health. The key factors affecting health in cities can be considered within three broad themes: the physical environment, the social environment, and access to health and social services . There are few data linking features of cities to the health of populations. Features of the urban environment that affect health and well-being: urbanization and urbanicity. Most of the important factors that affect health can be considered within three broad themes: the social environment, the physical environment, and access to health and social services (Vlahov & Galea, 2002; (Vlahov et al., 2004) . Modified from Vlahov et al. (2004) , it is important to ask what specific features of university towns are causally related to health, the extent to which these features are unique to a particular university town or are different between university towns, and ultimately, to what extent these features of the university town are modifiable in order to allow interventions that can improve the health of urban populations.
Unauthorized squatter settlements and health implications: Urbanization gives rise to creation of unauthorized squatter settlements on the peripheries of large cities and these settlers share a low standard of housing resulting from lack of employment and low income (Schteingart & Saenz, 1991) . Very often large households are crowded into poor quality structures with no running water or sewage disposal. Health consequences are serious. Residents of squatter settlements generally fall below the rest of the urban population in health indicators. Settlers in these makeshift communities all tend to be disadvantaged, but there are significant differences in the health and living conditions of different lowincome zones on the urban periphery (Schteingart & Saenz, 1991) . Social variables affecting health include demographic and socioeconomic characteristics of families. It must also be remembered that conditions of the physical and social habitat are mediated by social practices such as hygienic habits, diet, use of medications, and reproductive patterns (Schteingart & Saenz, 1991) . The social determinants of health and environmental health promotion that include the conduction of sound scientific research on connections between the built environment and health, namely: (1) the necessity of dealing with the possible health consequences of myriad public and private sector activities; (2) the lack of valid and reliable indicators of the built environment to monitor the health effects of urban planning and policy decisions, especially with regard to land use mix; and (3) the growth of the "megalopolis" or "super urban region" that requires analysis of health effects across state lines and in circumscribed areas within multiple states (Northridge et al., 2003) .
Contamination of drinking water:
Pathogenic contamination of drinking water poses the most significant health risk to humans, and there have been countless numbers of disease outbreaks and poisonings throughout history resulting from exposure to untreated or poorly treated drinking water (Ritter et al., 2002) . However, significant risks to human health may also result from exposure to nonpathogenic, toxic contaminants that are often globally ubiquitous in waters from which drinking water is derived. In assessing the relative risk of toxic contaminants in drinking water to humans, the major sources of contaminants from anthropogenic activities to aquatic surface and groundwater and the pathways along which these contaminants move to become incorporated into drinking water supplies should be considered as priorities (Ritter et al., 2002) . The point source and non-point-source pollution should be identified and corrected with urgency. Point-source pollution originates from discrete sources whose inputs into aquatic systems can often be defined in a spatially explicit manner. Examples of point-source pollution include industrial effluents (pulp and paper mills, steel plants, food processing plants), municipal sewage treatment plants and combined sewage-storm-water overflows, resource extraction (mining), and land disposal sites (landfill sites, industrial impoundments). Non-point-source pollution, in contrast, originates from poorly defined, diffuse sources that typically occur over broad geographical scales (Ritter et al., 2002) . Examples of non-point-source pollution include agricultural runoff (pesticides, pathogens, and fertilizers), storm-water and urban runoff, and atmospheric deposition (wet and dry deposition of persistent organic pollutants such as polychlorinated biphenyls [PCBs] and mercury) (Ritter et al., 2002) . Ezzati et al. (2005) proposed a basic framework that is probably suitable for development of indicators of exposure to environmental health risks that would facilitate the (a) assessment of the health effects of risk factors, (b) design and evaluation of interventions and programs to deliver the interventions, and (c) appraisal and quantification of inequalities in health effects of risk factors, and benefits of intervention programs and policies. Specific emphasis is put on the features of environmental risks that should guide the choice of indicators, in particular the interactions of technology, the environment, and human behavior in determining exposure (Ezzati et al., 2005) .
To achieve its health goals, the United States must reduce the disproportionate burden of illness and poor health borne by urban populations (Freudenberg, 2000) . In the 20th century, patterns of immigration and migration, changes in the global economy, increases in income inequality, and more federal support for sub urbanization have made it increasingly difficult for cities to protect the health of all residents. In the last 25 years, epidemics of human immunodeficiency virus infections and substance abuse and increases in homelessness, lack of health insurance, rates of violence, and concentrations of certain pollutants have also damaged the health of urban residents (Freudenberg, 2000) . Integration of lessons from human rights, church-and faith-based social action, community economic development, youth development, and the new social movements should help to revitalize the historic mission of public health, contribute to creating healthier cities, and better achieve national health objectives (Freudenberg, 2000) . Thus, the urban public health department should coordinate efforts to surmount the hurdles and provides the venue for analysis, development, and employment of successful strategies (Guerra & Crockett, 2004) .
One of the main characteristics of urbanization is the very rapid increase in population movement from rural to urban centers leading to changing population structure, composition and lifestyles in the cities and its fringes. As consequently, the urban concentrates are faced with several social and socio-economic problems (Talib & Agus, 1992; Mishra, 1996) . Rural poverty has pushed villagers to the cities resulting in public health and social problems that lower the quality of life. Communicable diseases among the urban poor coexist with non-communicable diseases among the comparatively affluent. Problems of pollution, crime and chronic morbidity increase (Mutatkar, 1995) . The presence of the universities in the Third Ward should make a difference in the livability of surrounding neighborhoods and the overall health of the families it serves (McAvoy et al., 2004) . Robust relationships between greenness change and demographic factors associated with urban decay (population decline, an increase in poverty level, and an increase in vacant units) are found. It is concluded that vegetation trends could be used as indicators of urban socioeconomic changes (Emmanuel, 1997) .
Transportation systems: Although, there is a great improvement in transport systems especially by the Metro Services, there remains a problem of inefficient pedestrian and cycling aspects of land use. Saelens et al. (2003) reported that research in transportation, urban design, and planning has examined associations between physical environment variables and individuals' walking and cycling for transport. Constructs, methods, and findings from these fields can be applied by physical activity and health researchers to improve understanding of environmental influences on physical activity. The neighborhood environment characteristics such as population density, connectivity, and land use mix are already shown to be relevant to walking/cycling for transports including Also, neighborhood comparison and correlational studies with nonmotorized transport outcomes give substantial evidence that residents from communities with higher density, greater connectivity, and more land use mix report higher rates of walking/cycling for utilitarian purposes than low-density, poorly connected, and single land use neighborhoods. The transportation, urban design, and planning literatures provide a valuable starting point for multidisciplinary research on environmental contributions to physical activity levels in the population (Saelens et al., 2003) .
Environmental implications: American Lung
Association (2001) reported that over the past three decades, an array of legislation with attendant regulations has been implemented to enhance the quality of the environment and thereby improve the public's health. It also reported that despite the many beneficial changes that have followed, there remained a disproportionately higher prevalence of harmful environmental exposures, particularly air pollution, for certain populations. These populations most often resided in urban settings, had low socioeconomic status, and included a large proportion of ethnic minorities. The disparities between racial/ethnic minority and/or low-income populations in cities and the general population in terms of environmental exposures and related health risks have prompted the "environmental justice" or "environmental equity" movement, which strives to create cleaner environments for the most polluted communities. Achieving cleaner environments will require interventions based on scientific data specific to the populations at risk; however, research in this area has been relatively limited. To assess the current scientific information on urban air pollution and its health impacts and to help set the agenda for immediate intervention and future research, the American Lung Association organized an invited workshop on Urban Air Pollution and Health Inequities held 22-24 October 1999 in Washington, DC. This report builds on literature reviews and summarizes the discussions of working groups charged with addressing key areas relevant to air pollution and health effects in urban environments. An overview was provided of the state of the science for health impacts of air pollution and technologies available for air quality monitoring and exposure assessment. The working groups then prioritized research needs to address the knowledge gaps and developed recommendations for community interventions and public policy to begin to remedy the exposure and health inequities.
The role of the local Public Health service:
The central question is how the local public health services can influence urban development and urban renewal policies. In this case there is a need for a three-way cooperation between departments of urban planning and development, environmental affairs and health to devise basically three essential "instruments" which could lead to a new and defined role of health departments in urban development: environmental and health audits, local health profiles and "health promotion committees" or similar bodies for closer cooperation at the local level (Trojan et al., 1994) . Literature reports indicate that the "new role" of local health services in urban planning and development is presently fulfilled only in a few pilot cases. The lack of basic requirements particularly in terms of resources, motivation and qualifications is the main cause for the inability to implement the three "instruments" on a broader level in local health services (Trojan et al., 1994) . Vlahov et al. (2005) reported that the majority of the world's population will live in cities in the next few years and the pace of urbanization worldwide will continue to accelerate over the coming decades. While the number of megacities is projected to increase, the largest population growth is expected to be in cities of less than one million people. Such a dramatic demographic shift can be expected to have an impact on population health. Although there has been historic interest in how city living affects health, a cogent framework that enables systematic study of urban health across time and place has yet to emerge. The effect on health of urbanization is two-edged. On the one hand, there are the benefits of ready access to healthcare, sanitation, and secure nutrition, whilst on the other there are the evils of overcrowding, pollution, social deprivation, crime, and stress-related illness. In certain societal groups including less developed countries, urbanization also opens the door to hypertension, heart disease, obesity, diabetes and asthma (Godfrey & Julien, 2005) .
Conclusions:
Irrespective of the presence of universities and colleges, the surrounding neighborhood communities continue to face formidable historic challenges to improving public health and general quality of life. However, reinvestment initiatives, changing demographics, and growth in urban areas are creating changes that offer new opportunities for improving health while requiring that health systems be adapted to residents' health needs (Andrulis, 2000) . However, the surrounding neighborhood communities seem to be immuned to developmental influence of the universities and colleges. This state of affair seem to suggest that health care improvement in metropolitan areas will require setting local, state, and national agendas before the these communities can see the light of progress. Therefore, certain priorities must be put in place namely health care must reorient around powerful population dynamics, in particular, cultural diversity, growing numbers of elderly, those in welfare-workplace transition, and those unable to negotiate an increasingly complex health system (Andrulis, 2000) . Also, communities and governments must assess the consequences of health professional shortages, safety net provider closures and conversions, and new marketplace pressures in terms of their effects on access to care for vulnerable urban populations; they must also weigh the potential value of emerging models for improving those populations' care. Finally, governments at all levels should use their influence through accreditation, standards, tobacco settlements, and other financing streams to educate and guide urban providers in directions that respond to urban communities' health care needs (Andrulis, 2000) .
It is concluded that the local, state and Federal Governments should establish and enforce socioeconomic, educational and the health policies for redistribution of population, policies for revitalization of urban centers, and policies for decentralization of development, and measures to stabilize the population within cities (Salas, 1981) . Health providers working with inner-city populations must consider an array of social, health, and environmental factors in their assessments of health problems. Many of the societal issues, which negatively impact health, such as poverty, lack of a universal health program, unemployment, violence, drugs, and other factors, can be corrected in our society only if the political will to do so is present. Health workers have a responsibility to advocate for programs and environments in which all citizens can maximize their full potential. Populations in urban areas who are at risk for disease, disability, and premature death make cities special places for focusing on the promotion of health and the prevention of disease (Shannon, 1990) .
